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EXHIBIT 20 
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GoveninMif of the District of Columbia 

Dq7artiiient pf Human Sefvic55 
. lB€om&MatntttttQncc Administration 



Worker: 

Casc#: 



For DHS Use OnJy 



■ 



L 



MRT Doctor 
Reviewer 



MEDICAL EXAMINATION REPORT 



To be completed by the cnstomgr/patienl 

Cijstomer/Patient Name: (JUJM^I^^ 
Address 




Date of Birth : ?//^i4<,S SN : ^'l^^li'"^ !^ 



I 



: /•?65? <,mAa 1% \i\f\ h)Ny l6:^lb Phone: {ZdV ItL ^qU tt 

Alternative Contact (Optional) : T^i^^J^ (^ytJ?<»9^ >^ ^. 

Address: /"'g^'^ C^y^A,^s-A ^^cu Phone /^^>) Si^ ^ T J=^ 

■ ■ ■ ' fc . ». I 1 ■ ■ II ■ I f * r 1 ^^ r . I , i^dW^Mi I ^ ■■ ■ 

I authorize my alternative contact to provide information about me to representatives of the hicome 
Maintenance Administration. 

Signed:^ (Customer/Patient) 



Td'bte completed by the medical professional; 

Physician*s Name: /T^/^^-^^g^ /^^/i^^g' Addiyss : ^'^^ He^^^s^^Ar 



y^ 




Agency : ><1 jU P/U>m£J^^^ %X^^>t^/ji^^n^/ ^^/^ P hont Z^^ Z^^/ "f^O 7 






The information provided in this form will be used to determine eligibility for benefits requiring 
a finding of disability under the Social Security disability criteria. Please focus your responses 
oil the patient's ability to perform work functions. 

Physical Examination Report 

Datct>fexam: ^3/k/^S: Height : 5 '^ Weight: /f^/^^ ^/^i/y 

Medical Conditions, Clinical Manifesta(]oiis> and INagnosis: 

{Please include ICD-9 Codes or DSM-IV Codes and avoid abbreviations as much aspossibJe):. 



yv^A "3 g ^ ^^/f^^^^'^^^, ^ ^ ^ -g^^iy^/e^ n- ce V^ a€^ O^ 



I 







l/v-V 



-y-j^g^ -f-/vC-e^!A^ -V 



0^\-r^::^t^-^ ^3g>if*^p^"^ 



f^-V ^\-a 



Describe Objective Finding?, Clipicai Fiiidings and your trtotment recommendations: 

.{Especially since we do not see the itnlividual^ we need your observations. Please include all of the 
patient 's positive test results and signs fi^nd during examination^. 



/p^- '^'^ y A^6-^T^ ^ -g;.^<v r^ : (pOQg^ Tlod/g e.r^>^>v ^ ^ fL^<:L-yo 



jt^^ 



OvS-Hv^f ywf C rrve>C> C> S r^ O R-^^g^t.c^f VyJez^r-^^r* o^ / <S^P.f^ (-£ *^ 4 






-fi^/?v^<rl^ 



^ 



^ 




7^ 






/r%ue •€£ 



ki^f*4l 



A«*M\- Covert 
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"T--C-. 



Functional Limitjitioiis 


l>e^xe of Limitation . i 


Restrictions of Activities of Daily— - 
Living 


Nonc« 


MildJ^ 


Moderate 
D 


Mariced 
D 


Extreme 
D 


Difficulties in maintaining Social 
Functioning 


NoneO 


Mild Q 


Moderate 
D 


Marked 


a 


Difficulties in maintaining 
Concentration/Persistence^ arid/or 
Pace 


None a 


Mild D 


Moderate 
U 


Marked 


Extreme 
D 


Repeated episodes of decompensation 
in work or woik like settings^ each of 
an extended diiration 


NontD 


MHd D 


Moderate 


Maiked 
D 


Extreme 
P 



Physical Capacities 


Less thqo 2 hours 


At least 2 hours 


About 6 hours 


Sit 




-< 


' 


Stand 


><^ 


_ 


- 


Walk 


><^ 


. 


^ 



Check ihe heaviest weight the patient can Uft/cainry: 

DLessthanlOlbs D 10 lbs 020 lbs D 25 lbs 
CSieck the weight the patient can Ufi/cany frequently: 

D 10 lbs D 25 lbs ;0^5Olbs P more than 50 lbs 



DSOibs ^100 lbs D more than 100 lbs 



Evaluation; Based upon your evaluation, has your patient's medical condition lasted, or can it be 

expected to last, at least 12 months? Yes ^ No D . 

Is the patient's medical condition expected to result in death? Yes D No ^ 

.Does the patient's medical condition prevent him/her fiorn working? Yes^ No D 

If yes, please give the duration: Day i^ Mouth "? Year c^ 5to Day J i^ Month 3 Year &-C 



Remarks: (Please provide any additional information clarifying how the patient's condition limits his. 
dr her ability to work. If possiblcy include a description of any restrictions in Activities of Daily 
Living and/or Seeial Functioning, and/or Concentration^ Persistence, and/or Pace due to the patient's 
condition): 






■ I HM ■ - I ■ "^ 1 I I - - ' ~ -| |-d 



^^4? 



^ 



or^ 









Please at^ch reco 




ical or mental health evidence. 



/C/i'^^^ 



&yy5 /l^S M^ ^ . £>j//J>A^7^. ^^'^ 



Sgnaturc of MedicarFrovider 



Printed Name of Medical Provider 



Date 



(proposed lev. 08A>4) 



